Purpose General self-efficacy has been historically assumed to have universal health implications. However, less is known about population differences in long-term health effects of general self-efficacy across diverse populations. This study compared black and white American adults for (1) the association between psychosocial and health factors and general selfefficacy at baseline, and (2) the association between baseline self-efficacy and long-term risk of all-cause mortality over 25 years. Methods The Americans' Changing Lives (ACL) study, 1986-2011, is a nationally representative longitudinal cohort of US adults. The study followed 3361 black (n = 1156) and white (n = 2205) adults for up to 25 years. General selfefficacy as well as demographics, socioeconomics, stressful life events, health behaviors, obesity, depressive symptoms, and self-rated health were measured at baseline in 1986. The outcome was time to all-cause mortality since 1986. Race was the focal moderator. Logistic regression and proportional hazards models were used for data analysis. Results Although blacks had lower general self-efficacy, this association was fully explained by socioeconomic factors (education and income). Our logistic regression suggested interactions between race and education, self-rated health, and stress on general self-efficacy at baseline. Baseline general self-efficacy was associated with risk of mortality in the pooled sample. Race interacted with baseline general selfefficacy on mortality risk, suggesting stronger association for whites than blacks. Conclusion Black-white differences exist in psychosocial and health factors associated with self-efficacy in the USA. Low general self-efficacy does not increase mortality risk for blacks. Future research should test whether socioeconomic status, race-related attitudes, world views, attributions, and locus of control can potentially explain why low selfefficacy is not associated with higher risk of mortality among American blacks.
Introduction
According to the transactional theory of stress and coping, proposed by Lazarus and Folkman in 1984, coping styles and resources shape individuals' reactions when they face stress [1] . In this view, appraisal of one's own ability to cope is as important as the stressor itself. Individuals who have a better perceived ability to cope also have an enhanced response to stress [1] . Hence, control beliefs such as general self-efficacy, mastery, and internal locus of control have major implications for maintaining health status [2] .
General self-efficacy, defined as the subjective expectations regarding one's ability to exert influence over life circumstances and outcomes in the surrounding environment [3] , is one of the control beliefs that reflect how people evaluate themselves in coping with stress [3] . General self-efficacy affects how individuals react during times of stress exposure [4] . General self-efficacy is distinct from behavior-and situation-specific self-efficacy, which are defined as the beliefs in one's own ability to accomplish a task and succeed in specific situations [5] , or as the beliefs in one's capabilities to organize and execute the course of action required to produce given attainments [6] .
In 2014, Turiano and colleagues also showed an interaction between education level and control beliefs on risk of all-cause mortality. Low control beliefs were predictive of an increased risk of mortality only among individuals with low but not high education. Such interaction was not due to confounders such as health behaviors, mood, and health [7] . Race is a very strong proxy of social class in the USA [8] ; however, it is still unknown whether or not race alters the protective effect of general self-efficacy on long-term risk of all-cause mortality [7] . In a national sample of older adults, Assari showed that a high level of sense of control over life protects whites but not blacks against mortality over a 3-year follow-up period [9] .
Previous studies on the long-term association between baseline general self-efficacy and risk of mortality have mostly enrolled white middle class individuals. In response to the gap in the literature, the current study investigates the central role of race in shaping the complex links between SES, health status, and general self-efficacy on risk of mortality over a 25-year period in the USA. In our study, general self-efficacy is defined as an individual's confidence in ability to cope with stress and control over life [10] , which is expected to be a strong protective factor for a wide range of physical and health outcomes across the life course [3, 11, 12] . We particularly compared American blacks and whites for (1) psychosocial and health factors associated with self-efficacy at baseline, and (2) the association between baseline self-efficacy and longterm risk of all-cause mortality.
Methods

Design and Setting
Data came from the Americans' Changing Lives (ACL), 1986-2011, a nationally representative US study of US adults [13] [14] [15] .
Sampling and Participants
The ACL has used a stratified multistage probability sample of US adults. The original study enrolled 3617 adults who were 25 years or older and were living in the continental USA in 1986. All participants were noninstitutionalized respondents (representing 70 % of sampled households and 68 % of sample individuals at baseline). The study oversampled older adults (age > 60) as well as blacks. Current analysis is limited to black (n = 1156) and white (n = 2205) adults (analytical sample = 3361).
Measures
Demographic factors, socioeconomic status, health, and selfefficacy were collected at baseline in 1986. The outcome was time to mortality over 25 years from 1986 to the end of followup in 2011.
Race In this study, race was black versus whites. Participant's self-reported (self-identified) race and ethnicity were collected using multiple survey items. Respondents were asked an open-ended question, BIn addition to being American, what do you think of as your ethnic background or origins?R espondents were also asked a multiple-choice question BAre you white, black, American Indian, Asian, or another race?^Those who responded with more than one nonwhite group were asked to identify which Bbest described^their race and ethnicity. The survey also assessed the state or foreign country in which the respondent, respondent's mother, and respondent's father were born. Finally, participants were asked BAre you of Spanish or Hispanic descent, that is, Mexican, Mexican American, Chicano, Puerto Rican, Cuban, or Other Spanish?^Responses from above questions were used to construct race/ethnic categories of Bnon-Hispanic white,^Bnon-Hispanic black,^Bnon-Hispanic Native American,^Bnon-Hispanic Asian,^and BHispanic.^This analysis only included non-Hispanic white [reference category] and non-Hispanic black respondents.
General Self-Efficacy The study measured general selfefficacy using a six-item measure (Cronbach's α = 0.67) [5, 16] . Some of the item examples are as follows: (1) I can do just about anything I really set my mind to do; (2) Sometimes I feel that I am being pushed around in life; and (3) There is really no way I can solve the problems I have. Items were taken from measures by Sherer and colleagues, defining self-efficacy as presented by Bandura [17] , Sherer [18] , Rosenberg [19] , and Pearlin [20] . This measure assesses personal beliefs about the ability to control one's environment and life circumstances in general [16, 18] . Response items included (1) strongly agree, (2) agree somewhat, (3) disagree somewhat, or (4) strongly disagree. An average score was calculated where the high score was indicative of lower general self-efficacy. As we were particularly interested in the interaction between race and self-efficacy, self-efficacy was operationalized as a dichotomous variable based on mean + SD score (1, low; 0, high). This approach enabled us to have white and black groups with low and high general self-efficacy.
All-Cause Mortality The outcome was time to mortality due to any cause over 25 years of follow-up. Data on mortality were extracted from death certificates or national death index (NDI). The information derived from the death certificates or NDI included primary cause of death, and underlying causes of death, as well as the date of death. In the USA, a death certificate is filled out by a doctor as soon as possible after a person is deceased [21, 22] .
Demographic Factors Demographic characteristics included gender (a dichotomous variable with male as the referent category) and age (a continuous variable).
Socioeconomic Characteristics Socioeconomic characteristics included baseline education as a dichotomous variable (<11 years of schooling [reference category] vs. ≥11 years of schooling) and annual income of the respondent (and spouse if present) (≤19,000 vs. ≥20,000 annually).
Stressful Life Events (SLE)
The ACL has collected data on the number of major negative events in the past 3 years (past 3 years from the original date of the survey). Participants were asked about nine stressful life events at wave 1 (1986), using a measure which accords well with current standards of measurement of major/traumatic events [23] . Similar to previous work, and for the sake of clarity and ease of interpretation of the interaction term between SLE and race on general selfefficacy, this variable was treated as a dichotomous variable (any stressful event vs. none) [24, 25] .
Chronic Medical Conditions Self-reported chronic medical conditions were measured at baseline. All participants were asked whether a health care provider had ever told them they had each of seven conditions including hypertension, diabetes, chronic lung disease, heart disease, stroke, cancer, and arthritis. We used a sum score which ranged from 0 to 7 [13, 15] .
Obesity Obesity-treated as a dichotomous variable (body mass index (BMI) ≥ 30 kg/m 2 vs. others)-was calculated based on self-reported weights and heights. BMI calculated based on self-reported weight and height is known to be in close agreement with measured BMI [26] .
Self-Rated Health (SRH) Respondents were asked to classify their self-rated health as excellent, very good, good, fair, or poor. SRH was operationalized as a dichotomous measure (fair/poor vs. excellent/very good/good), a cutoff point that is common in the literature. This measure has shown high test-retest reliability and validity, when considering its predictive power for mortality and other health outcomes [27, 28] .
Health Behaviors The study also used ACL measures on exercise (physical activity), smoking (i.e., tobacco use), and drinking (i.e., alcohol consumption). The first measure, the physical activity index, asked respondents how often they engaged in the following activities: working in the garden or yard, participating in active sports or exercise, and taking walks. A four-point Likert scale response ranged from Boftent o Bnever.^The index was scored by taking the mean of the three items [18] . A high value indicated a high level of physical activity. To measure smoking behavior, we asked respondents whether they currently smoke. A dummy variable was created where 1 = current smoker and 0 = nonsmoker. A similar dummy measure was used concerning alcohol use, that is, whether or not the respondent currently drinks (1 = current drinker and 0 = nondrinker) [29] .
Depressive Symptoms Depressive symptoms were measured with 11 items from the Center for Epidemiological StudiesDepression scale (CES-D) [29] . CES-D items measure the extent to which respondents felt depressed, happy, lonely, sad, that everything was an effort, that their sleep was restless, that people were unfriendly, that they did not feel like eating, that people dislike them, that they could not get going, and that they enjoyed life. This abbreviated CES-D scale has shown acceptable reliability and a similar factor structure compared to the original version [30] [31] [32] . Item responses were 1 to 3. First, we calculated a z score with a mean of 0 and standard deviation of 1, and then dichotomized our score (≥mean + SD vs. others).
Data Analysis
The ACL has employed complex sampling design for enrollment. To account for the sampling and nonresponse weights, we used Stata-13 (Stata Corp., College Station, TX, USA) for data analysis. We calculated design-based standard errors. Taylor series linearization was used to estimate standard errors based on sampling and nonresponse weights. Survey logistic and Cox regressions were used for data analysis. Our models passed the tests for proportional hazards. Although we did not include those who were neither white or black, we used subpop command in Stata, which maintains the original sampling weights for subpopulation estimation. Before performing modeling, we tested assumptions such as lack of multi-collinearity. To evaluate the proportional hazard assumptions for our Cox proportional hazard models, we used -estat phtest-in Stata for Schoenfeld residual analysis.
First, we ran survey logistic regressions in the pooled sample. In our survey logistic regressions, independent variables were gender, age, education, income, stressful life events, chronic medical conditions, self-rated health, and depressive symptoms at baseline. Baseline self-efficacy was the outcome, and race was the moderator. In the first step, we ran model 1 with age, gender, and race. In model 2, we also included SES (education and income) and stress. In model 3, we also included physical and mental health factors (chronic medical conditions, self-rated health, depressive symptoms). In model 4, we included five interaction terms between race and education, income, chronic medical conditions, self-rated health, and depressive symptoms. In the next step, we ran survey logistic regressions among whites and blacks. Model 1 included age and gender. Model 2 also included SES (education and income) and stress. Model 3 also included physical and mental health factors (chronic medical conditions, self-rated health, depressive symptoms).
In our proportional hazard models, the independent variable was baseline self-efficacy, measured at 1986, operationalized as a dichotomous variable based on mean + SD (1, low; 0, high). The dependent variable was time (months) to mortality between 1986 and 2011. Baseline demographic factors, socioeconomic characteristics, stress, and health (medical conditions, self-rated health, depressive symptoms, and health behaviors) which are known to be associated with race, personal coping resources, and mortality were confounders. The focal moderator was race (whites as the referent category). In the first step, we ran models in the pooled sample. Models 1 through 3 did not include any interaction term. Model 1 included self-efficacy, age, gender, and race. Model 2 also included SES (education and income) and stress. Model 3 also included physical and mental health factors (chronic medical conditions, self-rated health, depressive symptoms). In models 4 and 5, we entered our interaction term (race × selfefficacy) with and without health variables as covariates. Finally, we also ran race-specific models (model 1 through model 5). Model 1 included self-efficacy, age, and gender. Model 2 also included SES (education and income). Model 3 also included stress. Model 4 also included physical health factors (chronic medical conditions, self-rated health, obesity). Model 5 also included mental health and health behaviors. Hazard ratios (HR), 95 % CI, and p values were reported.
Results
The study followed 1156 black and 2205 white adults for up to 25 years. Table 1 presents descriptive statistics for the analytic sample overall and also based on race. Age and gender were not different across racial groups (p > 0.05 for both comparisons). Compared to whites, blacks reported lower education and income, and more stress, medical conditions, obesity, and depressive symptoms (p < 0.05 for all comparisons). Compared to whites, blacks reported lower drinking and smoking (p < 0.05 for both comparisons). Compared to whites, blacks reported lower self-efficacy as well (p < 0.05) ( Table 1) .
Correlates of Baseline Self-Efficacy Table 2 shows the results of logistic regressions with low selfefficacy as the outcome in the pooled sample. In model 1 and model 2 of the pooled sample that did not include interaction terms, race was not associated with self-efficacy. In the model with interaction terms, race interacted with baseline education (OR = 0.56, 95 % CI = 0.35-0.89) and stress (OR = 0.55, 95 % CI = 0.31-.99) on baseline self-efficacy, suggesting that the associations between education and stress and self-efficacy were significantly different for whites and blacks. Race showed a marginally significant interaction with SRH (OR = 0.68, 95 % CI = 0.46-1.02), suggesting that the associations between self-rated health and self-efficacy had a trend toward difference between whites and blacks. Table 3 shows the results of logistic regressions with low self-efficacy as the outcome among whites and blacks. Baseline Self-Efficacy and Mortality Table 4 provides a summary of the associations between low self-efficacy and subsequent risk of all-cause mortality in the pooled sample. While race, demographics, socioeconomics, stress, and self-efficacy were in the model (model 1 through model 4), low self-efficacy at baseline was associated with higher risk of mortality during the follow-up. The association between self-efficacy and mortality did not stay significant after all health variables were added to the model (model 5), suggesting that baseline health mediates (or confounds) the association between baseline self-efficacy and mortality. With and without health in the model, there was a significant interaction between race and baseline self-efficacy on mortality, suggesting that the association between baseline selfefficacy and subsequent risk of mortality was significantly different for whites and blacks (Table 4) . Table 5 shows the association between baseline selfefficacy and subsequent risk of mortality among whites and blacks. Among whites, low self-efficacy was associated with higher risk of mortality in the absence of health in the model (model 1 through model 3). Low self-efficacy did not remain as a factor associated with risk of mortality of whites when health was controlled (model 4 and model 5), suggesting that baseline health mediates (or confounds) the association between baseline self-efficacy and risk of mortality among whites. Among Blacks, there was no association between baseline self-efficacy and subsequent risk of mortality over the follow-up. Although the hazard ratio for self-efficacy was smaller than 1, the association between self-efficacy and risk of mortality did not reach a significance level (Table 5 ). Table 5 also shows that SES factors (i.e., education and income) explained some but not all of the association between baseline general self-efficacy and risk of mortality for whites, as HR dropped from 1.28 (model 1) to 1.19 (model 2) when we added SES to the model. In addition, adding baseline health (i.e., chronic medical conditions, obesity, and selfrated health) explained the remaining association between baseline general self-efficacy and risk of mortality for whites.
Adding SES and health factors to the model did not cause such change in the HR for self-efficacy of blacks. Thus, the mediating effects of SES and health were only present for whites but not blacks. 
Discussion
Our study showed two novel primary findings as well as two secondary findings. Regarding our primary findings, first, self-efficacy at baseline was only associated with mortality among whites but not blacks, a difference which was not due to racial differences in baseline SES, stress, and health. Second, baseline education, self-rated health, and stress were differently associated with baseline self-efficacy among whites and blacks. In regard to our secondary findings, first, we found that blacks report lower general self-efficacy, which is explained by socioeconomic factors (education and income). Second, the association between baseline general self-efficacy and subsequent risk of mortality among whites was explained by health but not SES or stress.
In our study, high self-efficacy at baseline was not associated with lower risk of all-cause mortality among blacks. Previous research has shown that high control beliefs may predict poor health outcomes under certain circumstances [33, 34] . When they coexist with constrained opportunities, high control beliefs may do more harm than good [35] [36] [37] . Incongruence between high expectations for control and uncontrollable or difficult to control situations cause the highest levels of cardiovascular reactivity [38] [39] [40] [41] which have a negative influence on neuroendocrine activity and immune function [38] [39] [40] [41] . Individuals with type A personality who have a high need for control [42] exhibit greater physiologic reactivity in uncontrollable situations [43] . Harsh external realities may prevent blacks who endorse high control beliefs from actualizing their high expectation which may result in high Table 2 The association between psychosocial factors and low self-efficacy at baseline (1986) using logistic regression in the pooled sample (n = 3361) # p < 0.1; *p < 0.05, **p < 0.01; ***p < 0.001 Table 3 The association between psychosocial factors and low self-efficacy at baseline (1986) using logistic regression in the pooled sample (n = 3361) and based on race # p < 0.1; *p < 0.05, **p < 0.01; ***p < 0.001 physiological reactivity that increases risk for cardiovascular disease [33] . For average blacks who live in poverty and constrained opportunities, high self-efficacy may be unrealistic and may cause constant physiological arousal, which is known to be associated with higher incidence and complications such as hypertension, atherosclerosis, and stroke. Self-efficacy may have different meanings and reflect different aspects of life for blacks and whites [44, 45] . Low selfefficacy among blacks may reflect a healthy sensitivity to the real world (realistic system-blame). Blacks may report low selfefficacy secondary to the realization of existing social and economic inequality. Thus, among blacks, low self-efficacy may not represent a passive belief in chance or fate (fatalism) [46] .
Our first primary finding replicates recent findings reported by Assari among older adults over 3 years [9] . Stronger connection between psychosocial risk factors and long-term health outcomes among whites compared with blacks is not limited to the association between selfefficacy and all-cause mortality [47, 48] . With a similar pattern, depressive symptoms and self-rated health, which are well-established predictors of mortality of whites, have failed to predict long-term health outcomes such as mortality and incident chronic disease for blacks [21, 22, [49] [50] [51] [52] . A similar pattern is found in the general population [52] and patients with a chronic disease [21, 22] .
Our finding does not, however, support that of Turiano and colleagues who documented stronger effects among low SES individuals. Authors used a self-deterministic hypothesis to explain their findings on differential protective effects of control beliefs against mortality based on education level. Their explanation implied that lower social class individuals have the power to mitigate or eliminate the consequences of social disadvantage for mortality risk. In this view, even with difficulties in access to health care as well as limited social and economic resources, individuals from a lower social class may engage in health promotion and disease prevention in the presence of high self-efficacy [7] . We, however, showed that for blacks-whose lives are under multiple disadvantages and experience multiple exposures to a wide range of risk factors in resource-scarce environments-high selfefficacy may have a harmful effect. Our finding does not support that self-efficacy is a particular resilient factor for blacks in poverty, low socioeconomic status, and cumulative disadvantages [7, 53] .
Social and developmental psychologists and also sociologists have proposed distinct developmental factors and processes that shape self-perceptions such as self-efficacy among blacks and whites [46, 54, 55] . Social determinants of control beliefs such as self-efficacy and internal locus of control and motivation may vary among whites and blacks [56, 57] . Among blacks, external locus of control, low mastery, and low self-efficacy may reflect higher level attributes, which are influenced by race-related attitudes and identities [58] [59] [60] . Gerald and Patricia Gurin have shown that internal/ external control and perceived control and self-efficacy do not reflect similar constructs among blacks and whites [56, [61] [62] [63] [64] . Among those who are poor and marginalized, a high proportion of neighborhood unemployment and public assistance translates into low levels of self-efficacy above and Table 4 The association between baseline self-efficacy (1986) and subsequent all-cause mortality using proportional hazards models in the pooled sample (n = 3361) Gender ( beyond their individual-level SES [60] . Thus, for blacks, lower self-efficacy may reflect their awareness of blocked opportunities due to structural racism that operates as a systematic barrier for blacks who wish to enjoy a life comparable with whites [46, 56, 65, 66] . Appraisal of coping ability is under the influence of a wide range of factors including education, stress, and physical and mental health [10, 12, 67, 68] ; however, blacks and whites may differ in psychosocial determinants of self-efficacy [34, 69] . In a study, parent's SES predicted self-efficacy for whites but not blacks [69] . While divine control beliefs were associated with lower mastery for whites, the association was reverse for blacks [34] . Our study showed that self-efficacy is under the influence of stress and self-rated health among whites but reflective of education among blacks. Differential determinants of self-efficacy may result in differential health effects of self-efficacy across groups.
Although socioeconomic status is a major determinant of sense of self-efficacy [70] [71] [72] , this association may be more complex for blacks. Education may have a unique implication for self-evaluation of blacks, as blacks with higher education may have higher connection with whites. An increased interracial contact may change the reference group of blacks. Thus, higher educated blacks experience a change in their social composition (more whites) that may be reflected in their appraisal for their own self-efficacy [46, 73] . Thus, increased education may differently enhance sense of self-efficacy of whites and blacks. According to the social comparisons theory by Festinger (1954) , attitude about self is the result of individuals' comparing themselves with others [74] . Blacks' low self-efficacy may reflect lower social and economic achievement of blacks in American society [46] . However, depending on the composition of social status and social network and the residential area of a black individual, their reference group Table 5 The association between baseline self-efficacy (1986) and subsequent all-cause mortality using proportional hazards models among whites (n = 2205) and blacks (n = 1156) # p < 0.1; *p < 0.05; **p < 0.01, ***p < 0.001 may be average Americans, whites, or blacks [46] . Based on the reflected appraisals theory [75, 76] , evaluation of self is under influence of how a person believes others see him, and among blacks, self-efficacy may reflect an internalized negative evaluation of the society about self [46] . Our finding of the stronger effect of education on selfefficacy of blacks is supported by a number of studies. First, in the report on Equality of Educational Opportunity [57] , Coleman showed that internal control was unusually important for black students. First, it explained more of the variance in achievement for black than for white students, and it better explained academic success than any other construct in an academic survey [57] . Oyserman et al. have also shown that each additional year of schooling has a stronger influence on self-related motivation and identity among blacks than whites. Years at school influenced how difficulty is interpreted among black but not white students. While education does not increase likelihood of interpretation of difficulty as importance for white kids, it increases the interpretation of difficulty as importance among black children. So, education may have a larger effect on the mind set and cognitive style associated with self-efficacy and motivation [77] [78] [79] .
Several [46, 54, 80, 81] , but not all [82] , studies have found lower self-efficacy among blacks compared to whites. Blacks' lower self-efficacy compared to whites may be explained by lower education and income. In the USA, race is a proxy of socioeconomic status, life circumstances, culture, values, and beliefs-all of which shape the availability of coping skills [83] [84] [85] . The effect of SES factors such as education on selfefficacy, mastery, perceived control, and internal locus of control is well-established. In fact, self-efficacy may partially mediate the effect of SES on health [86] [87] [88] [89] .
One of our secondary findings showed that the protective effect of self-efficacy among whites seemed to be due to the confounding role of baseline health. In previous research, selfefficacy was shown to protect health above and beyond baseline health and SES [54, [90] [91] [92] . Individuals with low selfefficacy feel powerless and not efficacious in dealing with stress [93] . High control beliefs predict better physical functioning [94] [95] [96] [97] , perceived health and well-being [97] , decreased symptoms [97] , and metabolic [98] and cardiovascular risks [99] . The mechanism may be mitigation of negative effects of stressors on health [97, 100] . Previous studies on the protective effect of self-efficacy on mortality have mostly enrolled white middle class individuals [54, [90] [91] [92] , and very few studies on racial differences in such predictions exist [9] .
Our study has a number of limitations. All personal coping resources such as self-efficacy are subject to change over time; however, we did not model their change over the follow-up period. This was because we were particularly interested in the long-term predictive power of self-efficacy across groups. In addition, we did not control for changes in health behaviors as well as socioeconomic status and self-rated health.
Furthermore, the study did not control for several baseline factors such as access to care as well as health care utilization. Validity of self-efficacy may not be identical among blacks and whites. Finally, the sample size was lower for blacks compared to whites. Despite these limitations, the study is a unique contribution to the literature, using a nationally representative sample and a long follow-up period. Considering all these limitations, readers should be conservative in interpretations of the findings and conclusions. Particularly, as the outcome was all-cause mortality over 25 years and independent variables were limited to factors at baseline, a wide range of unmeasured and unknown factors as well as changing conditions may have contributed to the observed outcomes.
Readers should have in mind that general self-efficacy in this study was defined as an overall trait not behavior-specific constructs. Thus, the results of this study are not relevant to the health behavior literature in which self-efficacy is often considered determinant of specific behaviors, or a key construct to improve efficacy of behavioral interventions, programs, and policies that help individuals change behaviors. Instead, our study revealed the complex interplay between race, SES, psychosocial factors, and health in altering the effect of general selfefficacy on mortality over a long period of time. Any implication of this study for practice and policy implications should consider the overall definition of self-efficacy in this study.
We believe that the nonsignificant association between general self-efficacy and mortality risk among blacks is a call for policies that are essential to change the life circumstances of blacks, in order for life to become more controllable and to increase opportunities and break down barriers. Self-efficacy of blacks may better reflect their health in a color blind society where access to opportunities are not blocked based on race and color.
To conclude, in the USA, blacks and whites differ in the long-term association between self-efficacy and long-term risk of mortality. As self-efficacy may reflect different aspects of life of blacks and whites, it may have population-specific-rather than universal-health implications. Future research should test how for blacks, low self-efficacy is shaped by racial identity, social class, life experiences, and historical experiences of blocked opportunities as individuals and as a collective group.
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